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S 000 Initial Comments S 000

Complaint Investigation 2262892/IL 145753

59999 Final Observations 59999
Statement of Licensure Violations:

300.610a)
300.1210 b)5)
300.1210d)6)

Section 300.610 Resident Care Policies

a) The facility shall have written policies and
procedures governing all services provided by the
facility. The written policies and procedures shall
be formulated by a Resident Care Policy
Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

Section 300.1210 General Requirements for
Nursing and Personal Care

b) The facility shall provide the necessary
care and services to attain or maintain the highest
| practicable physical, mental, and psychological
well-being of the resident, in accordance with
each resident's comprehensive resident care
plan. Adequate and properly supervised nursing
care and personal care shall be provided to each AltachmentA
resident to meet the total nursing and personal “tatement of Licensure Violations
care needs of the resident.
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5) Al nursing personnel shall assist and
encourage residents with ambulation and safe
ransfer activities as often as necessary in an
effort to help them retain or maintain their highest
practicable level of functioning.

d) Pursuant to subsection (a), general
nursing care shall include, at a minimum, the
following and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken
to assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These requirements are not met as evidenced by:

Based on observation, interview and record
review the facility failed to supervise a resident
while on the toilet (R1), failed to implement post
fall interventions (R2) and failed to lock an
unattended treatment cart (R2) for two of three
residents (R1, R2) reviewed for falls in the
sample list of three. This failure resulted in R1
faling and sustaining a 3 cm (centimeter)
laceration and receiving 5 stitches in the
Emergency Room.

Findings include:

The facility's Falls and Fall Risk, Managing policy
with a revised date of March 2018 documents,
"Policy Statement Based on previous evaluations
and current data, the staff will identify
interventions related to the resident's specific
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.extensive assistance (weight bearing support) of

risks and causes to try to prevent the resident
from falling and to try to minimize complications
from falling." "Resident-Centered Approaches to
Managing Falls and Fall Risk 1. The staff, with
the input of the attending physician, will
implement a resident-centered fall prevention
plan to reduce the specific risk factor(s) of falls
for each resident at risk or with a history of falis.”
"5. If falling recurs despite initial interventions,
staff will implement additional or different
interventions, or indicate why the current
approach remains relevant.” "Monitoring
Subsequent Falls and Fall Risk" "4. The staff
and/or physician will document the basis for
conclusions that specific irreversible risk factors
exist that continue to present a risk for falling or
injury due to falls."

1.) R1's Minimum Data Set (MDS) dated 2/23/22
documents diagnoses including Parkinson's
Disease, Alzheimer's Disease, Non-Alzheimer's
Dementia, Anxiety, Depression and Unspecified
Dementia with Behavioral Disturbances. This
MDS documents R1 has moderately impaired
cognitive skills. This MDS documents R1 requires

one person for transfers and toilet use and
documents R1 is not steady, only able to stabilize
with staff assistance, when moving from a seated
to standing position and moving on and off the
toilet.

R1's Care Plan dated 2/27/22 documents to
assist R1 with transfers and ambulation, to
observe for unsafe actions and intervene and to
assist to bathroom or commode as needed. R1's
undated active Physician's Orders document
orders for Sertraline (antidepressant) 50 mg
(milligrams) every day with a start date of 8/13/21,

Lorazepam (antianxiety) 0.5 mg twice a day with
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